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Acute Myocardial Infarction 


(continued ) 


Atherogenic Factors — Diet 


(continued ) 


With Commentary by Dr. John W. Gofman, Donner Laboratory, University of California, Berkeley. 


First and foremost as regards diet, the total cal- 
ories should be reduced, since obesity and athero- 
sclerosis go together statistically. Obesity is also 
associated with some elevation of blood lipids. 


Palatability 

Palatabilty is mentioned in the literature as a 
matter of some concern but this concern should 
be minimized as it is felt that patients will adhere 
to whatever diet is prescribed for them particularly 
if it is known to be beneficial. 

Today with the substitution of unsaturated fats, 
the palatabilty and satiety of the diet is practically 
unchanged. The use of liquid oils and other,substi- 
tuted fats will soon become a matter of routine if 
their value continues to be demonstrated. 

For years we have prescribed a low cholesterol 
low fat diet which was not a particular hardship. 
For the most part, this meant primarily no liver, 
egg yolks, cheese, butter or other dairy products 
and the partaking of lean meat rather than fat 
meat. 

In their book, “The Low Fat, Low Cholesterol 
Diet,” Gofman,et al give many practical sugges- 
tions in preparing such a diet and patients may 
thereby partake of this diet with very little hard- 
ship whatsoever. 

However it is now fairly well demonstrated that 
dietary cholesterol is not the significant factor in 
hypercholesterolemia. (It may be a factor — per- 
haps a minor one.) Lowering of cholesterol in the 
diet does not necessarily lower the blood choles- 
terol. Also the cholesterol — lowering effect of low 
fat, low cholesterol diets is not due to the lack of 
cholesterol. 

Also, if fats are thought to be harmful, one 
would think that an absolute minimum of fats in 
the diet would be advisable, or even a fat free diet; 
but even low fat diets, and particuarly, fat free 
diets do not necessarily lower blood cholesterol and 
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deterioration has been observed in patients on low 
fat diets. (Kinsell) 

With a totally fat-free diet containing less than 
the patient’s caloric requirement, a rise in plasma 
cholesterol results when the carbohydrate of the 
diet is increased. When polyunsaturated fats are 
substituted for a calorically equivalent amount of 
carbohydrate, a prompt major and sustained low- 
ering of plasma cholesterol occurs. 

Thus it has been shown that the degree of un- 
saturation of the dietary fat is a critical factor in 
hypercholesterolemia, Even a high carbohydrate in- 
take can produce a marked hypercholesterolemia 
and the higher the concentrated carbohydrate, the 
greater is the requirement for unsaturated fatty 
acids. 

It should be noted that it is felt that the degree 
of unsaturation of the dietary fat is a critical factor 
in hypercholesterolemia rather than its origin from 
animal or vegetable sources. It has been estimated 
that American diets provide 45 per cent of the 
calories from fat and it has been shown that these 
for the most part are highly saturated (or hydro- 
genated). 

Avoid Obesity 

Therefore it is recommended as a general pre- 
ventive measure that overweight patients first re- 
duce their calories in the diet. This can best be 
done by reducing the fat intake and then, if de- 
sired, substituting unsaturated fats for saturated 
fats (that is, reduction of the fat of the diet from 
45 per cent to 30 per cent). 

Practically, this means simply lean meat, avoid- 
ance of cholesterol, such as liver and egg yolks (this 
still seems advisable), avoidance of dairy products 
and the substitution of a liquid cooking oil such 
as Mazola, Saffola, or Soy Oil, instead of the solid 
hydrogenated cooking fats. 

Safflower oil is said to be better than the other 
oils in that it requires less calories to get the same 
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amount of linoleic acid. 

Nuts are said to be a good source of polyunsat- 
urates, particularly walnuts. Peanuts are fair, but 
peanut butter is hydrogenated which process de- 
stroys the essential fatty acids. 

There has been considerable study and discussion 
as to the value of the cholesterol determination 
versus blood lipoprotein studies. The cooperative 
study organized by the National Advisory Heart 
Council felt that there was no advantage in the 
lipoprotein studies and that the cholesterol deter- 
mination was cheaper and less time consuming, al- 
though there was not complete agreement as to the 
interpretation of these results. 

Lipoprotein Studies 

In general S, 0-12 or S, 12-400 lipoprotein 
levels are related to the cholesterol levels. However, 
there have been instances in which a particular 
regimen has been found to lower the blood choles- 
terol value while concurrently raising the serum 
lipoprotein values. As a general rule, the blood 
cholesterol level parallels the S, 0 - 12 lipoprotein 
level. 

Thus the cholesterol analysis can provide a rea- 
sonable estimate of the status of the S, 0-12 
lipoprotein. However, there is almost no relation- 
ship at all between the blood cholesterol level and 
the level of the S, 12 - 400 lipoproteins. 

In general, the S, 20 - 400 lipoproteins are not 
affected by animal fat restriction or even by the 
substitution of unsaturated vegetable oils and 
patients with an elevation of such proteins will not 
respond to dietary regimen and there are some 
persons in which a carbohydrate supplementation 
will cause a rise in the S, 20-400 lipoproteins. 

Finally, there is a third group of patients who 
are refractory to saturated fat restriction and who 
thereby fail to respond to animal fat or other sat- 
urated fat restriction. 


Thus there may be some benefit from lipoprotein 
studies in certain patients. They may be helpful in 
patients with coronary artery disease, those with 
family history of coronary heart disease, patients 
with diabetes mellitus, patients with xanthomatosis 
and their relatives, overweight patients, patients 
with thyroid disease, and perhaps patients with 
diagnostic problems in which coronary artery dis- 
ease is included in the differential diagnosis. 

Whether the vegetable oils reduce the lipoprotein 
levels or not is highly controversial, although some 
workers feel that the unsaturated vegetable oils do 
exert a special beneficial effect. Even if the unsat- 
urated vegetable oils do not provide any specific 
beneficial effect (there is no evidence so far that 
they are harmful), they do provide a highly palat- 


264 











able dietary substitute which will make the cooking 
problem much simpler and improves the satiety 
value and palatability of a modified diet. 

Effect of Antiatherogenic Factors 

As regards the effect of other antiatherogenic 
factors on the lipoproteins: heparin lowers S, 12 - 
400 lipoproteins but the S, 0 - 12 lipoproteins are 
not affected; estrogenic substances do affect the 
lipoproteins; thyriod lowers S, 0-12 and S, 12- 
20 but may or may not lower S, 20 - 400. Effects 
of nicotinic acid (which lowers cholesterol levels) 
beta-sitosterol, linoleic acid and pyridoxine are con- 
troversial. (Nicotinic acid amide is ineffective. ) 

In treatment therefore: to reduce S, 0 - 12 lipo- 
proteins, limit the animal fat to 25 to 30 grams per 
day with the substitution of vegetable unsaturated 
oils. 

To reduce the S, 12-400 lipoproteins, limit 
carbohydrate intake to 125 to 150 grams per day 
and substitute vegetable unsaturated oils to replace 
the calories lost through carbohydrate restriction. 


To reduce S, 0-12 and S, 12-400, limit fat 
to 25 to 30 grams and carbohydrate to 125 to 150 
grams per day and substitute vegetable unsaturated 
fats. (Sugar substitutes such as saccharin and 
sucaryl simplify carbohydrate restriction). 

Summary 

We should encourage an optimistic view of 
atherosclerosis as there is evidence that it is pre- 
ventable and reversible and that at least the process 
may be arrested. 

We are endowed with two atherogenic factors 
over which we have no control: heredity and sex. 
There are two factors however that we can con- 
trol: diabetes and hypertension. It is emphasized 
that every effort should be made to control these 


and particularly hypertension in the premeno- 
pausal woman. 


Statistics demonstrate this rather vividly! These 
two — diabetes and hypertension — are known 
atherogenic factors and therefore before we as 
physicians begin to concern ourselves with contro- 
versial diets and atherogenic agents, we should 
make every effort to control diabetes and hyper- 
tension! 

Finally, the dietary treatment is highly contro- 
versial. Reduction in calories, particularly the fat 
content of the diet in obese patients (from 45 per 
cent to 30 per cent) is recommended, since diets 
high in fats are higher in calories and since obesity 
and atherosclerosis go together statistically. 


In view of present day studies, the addition of 
essential unsaturated fatty acids seems indicated, 
particularly in men and in patients with a family 
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history of heart disease and those who have had a 
coronary or who have high blood cholesterols. 

These polyunsaturates are apparently not harm- 
ful and also add to the palatability and satiety of 
the diet. Such diets are thereby not difficult and 
invoke no hardship. 

Practically speaking, it means simply lean meat, 
avoidance of liver, egg yolks, dairy products and 
the use of one of the liquid cooking oils for cooking 
and for salads. (Dr. Gofman’s book “Dietary Treat- 
ment and Prevention of Heart Disease,” Putnam’s 
& Sons, to be published, should be helpful.) 

For the coronary patient with an elevated choles- 
terol or others who are possible “coronary candi- 
dates,” a trial of sitosterol, the use of nicotinic acid, 
heparin or perhaps some of the vegetable oil prep- 
arations, are worthy of trial. One should be aware 
of the high caloric content of these preparations 
and be alert to their producing a weight gain in 
those patients for whom they are prescribed. 

High fat diets tend to produce defects of clotting 
mechanism, and such unfavorable effects on blood 
coagulation by high fat meals may be an important 
factor in angina and thrombosis in some patients. 

The value of lipoprotein studies has been dis- 
cussed, (This material taken from a monograph of 
the Institute of Medical Physics. ) 

Finally, it has not been conclusively established 
that dietary factors are of a primary etiological im- 
portance in causing atherosclerosis or coronary ar- 
tery disease. The feeling is that dietary fat does 
play some part perhaps, not merely the total fat, 
but the degree of unsaturation of fat in thé diet; 
that is, the essential fatty acid content in the diet 
in proportion to the total dietary fat may be the 
most critical important factor. 

Commentary by Dr. Gofman 

Dr. Bernard has commented that it is yet un- 

proved that diet will help reduce the incidence of 





acute myocardial infarction. There is some power- 
ful evidence worth mentioning here concerning 
this point. 

It is unfortunately impossible to view the coron- 
ary arteries during life and hence impossible to 
determine directly the rate of progression (or re- 
gression) of atherosclerosis under various circum- 
stances of living. Therefore it is desirable if a lesion 
is available that can be directly observed. Such 
lesions are to be found in patients with xanthoma- 
tosis of the skin (xanthoma tuberosum). These 
lesions are the result of massive elevations in the 
blood level of S, 12-400 lipoproteins, which 
same lipoproteins are involved in the development 
of coronary atherosclerosis in the population-at- 
large. 

When the S, 12 - 400 lipoproteins remain high, 
patients with xanthoma tuberosum do two things: 


(1) They experience further growth of all les- 
ions. 


(2) They develop additional new lesions. 


However, in 12 patients whose S, 12 - 400 lipo- 
proteins were lowered by dietary means and main- 
tained lowered, all 12 patients showed the follow- 
ing: 

(1) No further growth of old lesions. 

(2) No development of new lesions. 


(3) Regression and even disappearance of many 
of the old lesions. 


The similarity of the atheroma and the xan- 
thoma both in pathogenesis and histology is ex- 
treme. There is every reason to expect that what 
dietary lowering of blood lipoproteins does for 
xanthoma lesions it should do for atheroma lesions, 
perhaps at a faster, or perhaps at a slower rate. 


Joun W. Gorman, M.D. 





Golf Tournament 





The American Medical Golfing Association is 
holding its annual golf tournament in conjunction 
with the A.M.A. Convention June 23, 1958 at the 
beautiful Olympic Lakeside Golf and Country 
Club, San Francisco. This will be a whole day of 
rest and relaxation with golf, luncheon, banquet, 
and a prize for every one. Tee off time is from 8 
a.m. to 2 p.m. All golfing doctors are invited. 
Handicaps scratch to 30 in flights. 

For information, contact James J. Leary, M.D. 
Secretary, 450 Sutter Street, San Francisco, Cali- 
fornia. 











ORTHOPAEDIC SURGERY NOTES 





The Annual Program for Surgery and Acute Trauma 


William Beaumont Army Hospital, El Paso 


By W. Compere Basom, M.D., EL Paso, OrrHoparpic Eprror 


The annual symposium this year was given 
April 14 thru 16. Your Orthopaedic Editor has 
always enjoyed participating in this excellent 
surgical symposium, 

This year the morning session was initiated with 
welcoming address by Brig. Gen. L. Holmes Ginn, 
Jr., M.C. 

Col. Robert L, Rhea, Jr., M.C. gave the orien- 
tation lecture. Col. Joseph R. Shaeffer, M.C. pre- 
sented a well prepared oration on trauma. 

After an intermission, Col. Robert L. Rhea, Jr., 
M.C. serving as moderator presided over the fol- 
lowing papers: 

“Shock and Resuscitation” by Lt. Col. John 
White, M.C., Debridement which included a lec- 
ture and film by Maj. James K. Pope, M.C. 

“The Management of Cardiac Arrests”, both a 

paper and film given by Dr. Samuel Crossett. 
Management of Chest Injuries 

Dr. Leo Villareal presented “Management of 
Chest Injuries.” Dr. Walter W. Wollmann_ pre- 
sented “Management of Abdominal Injuries.” 

In the evening session a special movie was 
shown bringing out the “Emergency Surgery of 
the Acutely Injured.” 

Tuesday subjects were of “Management of 
Trauma of the Genito-Urinary Tract” by Lt. Col. 
Robert E, Johnston, M.C.; ““The Management of 
Trauma Involving the Cranium, Its Contents, The 
Vertebrae and Spinal Cord” given by Dr. William 
A. Jones; “The Burned Patient Management” 
given by Lt. Col. Edward H. Vogel, M.C. 

The afternoon session with Col. Fred E. Sey- 
mour presiding brought out talks concerning 
“Vascular Injuries” by Col. Robert L. Rhea, Jr., 
M.C.; “Radiological Principles and Diagnosis and 
Treatment of the Injured Patient” by Col, Fred 
W. Seymour, M.C.; “Medical Aspects of Atomic 
Irradiation” by Major E. Marks, M.S.C., and 
“Facial Injuries in Trauma” by Dr. D. H. Ewalt. 

Social Hour and Dinner 

Tuesday evening the El Paso County Medical 
Society entertained with a social hour and a 
dinner. 

The highlight of the evening was the lecture on 
“Basic Concepts of Medical Care In Disaster” by 
Col. Joseph R. Shaeffer, consultant on medical 
care in disaster from the office of The Surgeon 
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General of the United States Army, 

Wednesday the following subjects were cov- 
ered: “General Orthopaedic Principles In The 
Treatment of Trauma” by Lt. Col. John J. Bre- 
man, M.C.; “Fractures of the Upper Extremity” 
by Dr. 'W. Compere Basom; “Hand Injuries” by 
Lt. Col. William F. MacDonald, M.C.; “Fractures 
of the Lower Extremity” by Dr. Louis W. Breck; 
and “Traumatic Amputations” by Lt, Col. Wil- 
liam F. McDonald, M.C. 

Afternoon Session 

The afternoon session with Col. Byron G. Mc- 
Kibben, M.C. presiding, included the lecture, 
“Compound Fractures and Joint Injuries” by 
Major Victor S. King, M.C. There was an ex- 
cellent panel discussion of facial injuries including 
“Defects of the Scalp” by Dr. Willard W. Schues- 
sler; “Management of Ocular Injuries” by Lt. Col. 
John T, Martin, M.C.; “Management of Injuries 
to the Ear, Nose and Face” by Col. Byron G. 
McKibben, M.C.; and “Management of Maxillo- 
facial Injuries” by Lt. Col. James E. Chipps, D.C. 

Some of the generalization points included in 
the orthopaedic portion of this program were the 
following: 

The diagnosis is very important. Adequate 
roentgenographic studies should be utilized. 

Soft tissue should be allowed to recover from 
the effects of direct blows and trauma prior to 
open reduction. This procedure should only be 
resorted to if absolutely necessary in this situation 
and in non-compound fractures. A waiting period 
is very important. 

Clean Apparatus 

Fixation apparatus to be used should be cleaned 
carefully of all foreign and chemical substances 
prior to sterilization, This will reduce the inci- 
dence of tissue reaction to the internal fixation 
material. 

Fixation, both internally and externally, should 
be continued until the fracture is unquestionably 
united radiologically. In other words, casts, pins, 
plates and so forth should not be removed early 
in the course of the fracture treatment. 

Fractures of the metacarpals and phalanges are 
more difficult to manage than the average patient 
realizes. This is an important point in the man- 
agement of hand injuries. 
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APHORISMS and MEMORABILIA 





Truths and Concepts Concerning The 
Gastro-Intestinal Tract 


(continued ) 


8. “About 14 of cirrhosis cases have a small 
liver, about 14 a normal liver, and 4 a big liver.” 
—Ruicnarp Casor, loc. cit., p. 204. 

9. “The intestine is like the kidney in that a 
long standing disease may show clinical symptoms 
only now and then, presenting itself suddenly un- 
der the guise of an acute disease. They remain 
diseased through long symptomless periods.”— 
RicHarp Casor (Source uncertain). 

10. “We often see gas in the small intestine in 
bedridden or sick patients..—AuBREY HAMPTON, 
New England J]. Med., 205: 727, 1931. 

11. “We think that if the diaphragm moves 
there is no pus immediately below it, between the 
diaphragm and the liver.”—-Grorcre Homes, New 
England J]. Med., 205: 729, 1931. 

12. “Fever is a constant accompaniment of cir- 
rhosis and should be expected with it rather than 
not expected with it.”—Cunester Jones, New 
England ]. Med., 205: 968, 1931. 

13. “The fact that the barium enema was nega- 
tive does not necessarily rule out a lesion in the 
colon. A negative barium enema means a normal 
colon in about 70% of the cases.” — GEORGE 
Houmes, New England J]. Med., 202: 183, 1930. 

14. “Barium by mouth in an obstructing lesion 
of the large bowel is an extremely dangerous pro- 
cedure.”—L. McKrrrrick, New England J]. Med., 
202: 494, 1930... , 

15. “One should never be influenced against 
the diagnosis of malignant disease of the colon 
solely on the basis of negative X-ray findings.” — 
L. McKrrtrick, loc. cit., p. 495. 

16. “Proctoscopy properly done and interpreted 
is of much more value in malignancy of the lower 
bowel than X-ray.”—L. McKurrrick, loc. cit., 
p. 495. 

17. “A negative barium enema does not rule 
out neoplasm of the rectum or of the sigmoid, for 
X-rays of this region are notoriously untrustwor- 
thy.”"—C. Sueppen, New England J]. Med., 202: 
1017, 1930. 

18. “Many people with jaundice have diar- 
rhea.”—Ricuarp Casot, New England J]. Med., 
202: 1261, 1930. 
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19. “I am very skeptical of any report of black 
stools not seen by a doctor or nurse. People’s re- 
ports of the color of stools are notoriously inexact.” 
—Ricuarp Casor, New England J. Med., 199: 
287, 1928. 

20. “One set of gastro-intestinal X-rays is never 
to be relied upon implicitly as regards disease either 
in the stomach or in the intestinal tract.”—Ep. 
Younc, Jr., New England J]. Med., 199: 383, 
1928. 

21. “To cause sugar to appear in the urine in 
acute pancreatitis there must be an almost com- 
plete destruction of the pancreas, and if that occurs 
death usually takes place within a few hours.”— 
Danie, F. Jones, New England J. Med., 199: 
538, 1928. 

22. “The duodenal bulb is apt to be deformed 
in gall bladder disease and may be misleading.” — 
Georce Hoitmes, New England J]. Med., 198: 
867, 1928. 

23. “You perceive, therefore, that in jaundice 
everything denoting an unusual state of the ner- 
vous system, whether it be too much sleep or too 
little, demands your attention.”—Rosert GRAVEs, 
A System of Clin. Med., Barrington & Haswell, 
Phil., 1843, (3rd. Amer. Ed.), p. 384. 

24. “When a patient under treatment for gas- 
tric ulcer becomes irritable, refuses food and com- 
plains of headache, alkalosis and not boredom is 
the probable cause.”"—H. Frencu, Differential 
Diagnosis, Wm. Wood & Co., N. Y., 1936, p. 186. 

25. “In children, massive tumours of the abdo- 
men are not uncommon and, as a rule, are either 
sarcomata of the kidney or of the retroperitoneal 
glands. The kidney tumours are the more frequent. 
Both develop painlessly.”—-W. Oster, Lectures on 
the Diagnosis of Abdominal Tumours, D. Appleton 
& Co., N. Y., 1899, p. 161. 

26. “When a stool is clay colored the conclu- 
sion that bile is absent is not warranted without a 
chemical test for bile. The color of the stool in 
chronic pancreatitis may vary from a grey to a 
glistening white, or when the fat is in crystalline 
form it may resemble aluminum paint.”—VircIL 
Smmpson, Diseases of Pancreas, Kentucky M. J., 


32: 108, 1934. 
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THE PRESIDENT’S COLUMN 





It Shouldn’t Happen to a Doc 


By Louis G. Jexe., M.D., Phoenix 





Every day cannot be a good day, but this one 
must have been Friday, the 13th. 

At 9:59 a.m. Mr. Smith walked into the empty 
reception room to keep 
his 10:00 o’clock ap- 
pointment. Immediately 
following him, so closely 
that the door did not 
have time to close, came 
Mrs. Jones, Mr. Brown, 
Mr. Black, Mrs. Green, 
and Mrs. White. 

‘*Six people all at 
once?” barked the doc- 
tor to his poor unsus- 
pecting receptionist. 
“Did you make six ap- 
pointments for ten 
o'clock?” 

Of course she had not. Mr. Smith, as stated 
above, had a 10:00 o’clock appointment. Mrs. Jones 
was 30 minutes late for her 9:30 appointment. Mr. 
Brown was 30 minutes early for his 10:30 appoint- 
ment. Mr. Black was due at 10:00 o’clock tomor- 
row. Mr. Green’s appointment was for 10:00 
o’clock yesterday, and Mrs. White was due last 
Friday, a week ago today, at 10:00 o’clock. None 
of them wanted to wait, of course. 





Dr. Louis G. Jekel 


Do you think it couldn’t happen? Well, it did! 
* * * 

“Doctor, I know this is a tough case I’ve got. 
My wife and I want to help you all we can, As a 
matter of fact my wife went to the Public Library 
to do some research on the subject. She found an 
article in the which she be- 
lieves may throw some light on the case. The 
article recommended a new drug called “gi 

* * * 





“Doc, do you think you are on the right track?” 
* * * 

“What is it, Doc? Or do you know?” 

Wouldn’t it be wonderful if they would ask that 
question some time when you did know beyond 
doubt ? 

* * * 

Doctor: “You seem to be much better today.” 

Patient: “Oh, yeah, Doc. I feel great. I think 
I’m all right now.” 

Doctor: “Did you use up all of the medicine 
that I ordered?” 

Patient: “Oh, I didn’t get your medicine, Doc. 
A friend of mine told me what to do, and it worked 
fine. I’m all right now.” 

* * # 


Some days it doesn’t pay to get out of bed. 





Texas Surgical Society 
Meeting Held in El Paso 


The spring semi-annual meeting of the Texas 
Surgical Society was held in El Paso April 6, 7 and 
8, 1958, with an attendance of 150 and an excel- 
lent scientific program. 


Officers 


Officers of the organization are Dr. J. Peyton 
Barnes, Houston, president; Dr. Charles Bussey, 
Dallas, Ist vice-president; Dr. W. E. Crump, 
Wichita Falls, 2nd vice-president; Dr. G. V. 
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Brindley, Jr., Temple, secretary; Dr. Robert L. 
Sewell, Fort Worth, treasurer. 

In charge of local arrangements were Dr. Robert 
B. Homan, Jr., chairman, Dr. W. R. Curtis, Dr. 
Gerald H. Jordan, Dr. W. W. Schuessler, Dr. 
Leigh Wilcox, and Dr. Charles E. Webb, all of El 
Paso. 

The organization’s next meeting will be held in 
the Galvez Hotel in Galveston October 5, 6 and 7, 
1958. 
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MEETINGS 








New Mexico Medical Society 
To Meet in Albuquerque 


The 76th annual meeting of the New Mexico 
Medical Society will be held in Albuquerque May 
13 to 16, in the Civic Auditorium. 

The Arrangements Committee in the name of 
the Society President, Dr. Samuel R. Ziegler, has 
invited members with the following message: 

“Coming at a delightful time of the year, this 
meeting could well serve as a Spring vacation for 
you, after the hard Winter’s practice and the 
battle with the ‘flu’. 

“The meetings this year will be held in the at- 
tractive new Civic Auditorium amid surroundings 
that should prove restful. Everything possible is 
being done to insure your comfort and provide 
as completely as possible for your convenience. 

“This year the meeting is being arranged ‘as an 
activity of the State Society, but, more particu- 
larly, it establishes a new emphasis by being the 
President’s Meeting. It represents the culmination 
of his year’s activity and we hope a fitting climax 
for that year.” 

Speakers Listed 

Speakers will be Dr. Elmer Belt, Clinical Pro- 
fessor of Surgery of the University of California 
Medical Center in Los Angeles; Dr. Matthew 
Block, Associate Professor of Medicine and Hema- 


Dr. Belt 





Dr. Block 





















Dr. Gundersen 


tologist at the University of Colorado Medical 
Center; Dr. Alston Callahan, Birmingham, Ala- 
bama, author of “Surgery of the Eye — Injuries” 
and “Surgery of the Eye — Diseases”; Dr. Thomas 
Findley, Professor of Cardiovascular Research in 
the Medical College of Georgia; Dr, Rupert 
Raney, Assistant Clinical Professor of Surgery at 
the University of California of Los Angeles Medi- 
cal School; 

Dr. Alan L. Frankel, Albuquerque internist; 
Dr. Max Sadove, Professor of Surgery at the Uni- 
versity of Illinois College of Medicine; Dr. Kinsey 
M. Simonton, Associate Professor of Otolaryn- 
gology and Rhinology at the Mayo Foundation 
Graduate School of the University of Minnesota; 
Dr. Gunnar Gundersen, La Crosse, Wisconsin, 
President-Elect of the American Medical Associa- 
tion; and Dr. John E. McDonald, member of the 
Orthopaedic Staff of the University of Oklahoma 
School of Medicine. 

Dr, Gundersen will talk on medical education 
in the U. S. Dr. McDonald, a member of the 
Legislative Committee of the AMA, will discuss 
national legislation. 

Council Meeting 
The Council will meet on Sunday, May 11, and 











Dr. Callahan 





GENERAL INFORMATION 


Seventy-Sixth Annual Meeting 
New Mexico Medical Society 


Civic Auditorium, Albuquerque, N. M. 

The Annual Meeting of the Council will be 
held Sunday, May 11, and the House of Dele- 
gates will convene May 13 at 9:00 A.M. and 2:00 
P.M., in the Assembly Hall, Civic Auditorium, 
with Samuel R. Ziegler, M.D., Presiding. 

For further information, write, Program Chair- 
man, Stuart W. Adler, M.D., New Mexico Medi- 
cal Society, 221 Central, NW., Albuquerque, New 
Mexico. 


Registration may be made in advance or at 
Meeting Hall: Fee $10.00. 


WEDNESDAY, MAY 14, 1958 
GENERAL MEETING 


A.M. 

8:00-8:45 Registration 

8:45 Opening of the 76th Annual Meet- 
ing of the New Mexico Medical 
Society 

9:00 Presidential Address 


SCIENTIFIC PROGRAM — Ist SESSION 


9:30 “Recent Trends in Premedication” 


Max Sadove, M.D. 


Dr. Findley 





Dr. Frankel 





10:00 “Obstructive Uropathy—Its Cause 
and Effect: A Consideration of This 
Symptom Complex by Age Groups” 
Elmer Belt, M.D. 
Clinical-Pathological Conference. 
Medical 

Moderator: Charles Beeson, M.D. 
Luncheon — Alvarado Hotel 
“National Legislation”, John Mc- 


Donald, M.D. 
SCIENTIFIC PROGRAM — 2nd SESSION 
2:30 


10:50 


12:30 P.M. 


“Management of Cardiac Emergen- 
cies”, Alan L. Frankel, M.D. 


3:00 “The Management of Lymphomas 
and Leukemias”, Matthew Block, 
M.D. 

3:30 ‘*Peripheral Vascular Diseases”, 
Thomas P. Findley, M.D. 

4:20 Panel Discussion 
“Diagnosis & Management of Ane- 
mia.” Moderator: Matthew Block, 
M.D. 

7:00 Smoker — Fez Club 

THURSDAY, MAY 15, 1958 

SCIENTIFIC PROGRAM — 3rd SESSION 

A.M. 

8:00 Movies 

9:00 “Ophthalmic Advances of Interest 


to General Practitioners”, Alston 


Callahan, M.D. 





Dr. McDonald 
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9:30 


10:00 


10:50 


12:30 


“The Proper Utilization of the 
Hematology Laboratory in Clinical 
Medicine”. Matthew Block, M.D. 


“Carcinoma of the Prostate — Its 
Early Recognition. The Results of 
Treatment by Total Prostatectomy”, 
Elmer Belt, M.D. 


Clinical-Pathological Conference. 
Surgical 

Moderator: Roy D. McClure, M.D. 
Luncheon — Alvarado Hotel. 
‘‘Changing Concepts in Medical 
Education’’, Gunnar Gundersen, 


M.D. 


SCIENTIFIC PROGRAM — 4th SESSION 


P.M. 
2:30 


3:00 


3:30 


4:20 
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Dr. Raney 


‘‘Recent Changes in Immediate 
Post-operative Care”. Max Sadove, 
M.D. 

“Intracranial Surgical Lesions — 
Their Diagnosis & Management”. 
Rupert Raney, M.D. 

“Nasal Symptoms — Physiologic & 
Pathologic”. Kinsey M. Simonton, 
M.D. 


Panel Discussion: “Management of 
the Acutely Traumatized Patient”. 
Moderator: Rupert Raney, M.D. 


6:30 


Dinner Dance—Albuquerque Coun- 
try Club. 


FRIDAY, MAY 16, 1958 


SCIENTIFIC PROGRAM — 5th SESSION 


A.M. 


8:00 
9:00 


9:30 


10:00 


10:50 


1:30 


2:00 


Dr. Sadove 


Movies 

“Antibiotic Therapy for the Ears, 
Nose and Throat”. 

Kinsey M. Simonton, M.D. 


“Diabetic Acidosis” 
Thomas P. Findley, M.D. 


“The Diagnosis and Management 
of Spinal Cord Tumors”. 
Rupert Raney, M.D. 


Panel Discussion: “Management of 
the Geriatric Patient”. Moderator: 
Thomas P. Findley, M.D. 


Conclusion of Official Program 
Specialty Luncheons As Announced 


Room A. Meeting of the New Mexi- 
co Society of Internal Medicine. 


Assembly Hall. Organization and 
Scientific Meeting of the American 
College of Chest Physicians. Burgess 
Gordon, M.D., President, ACCP, 
Presiding. 


Entertainment As Announced 





Dr. Simonton 
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the House of Delegates will have two sessions on _ ning such allied specialty groups as the American 
Tuesday, May 13, T he smoker will be held Wed- College of Chest Physicians, the American Acad- 
nesday night, the dinner-dance Thursday night, 
with the scientific sessions of the State meeting 
terminating at noon Friday. Friday noon and eve-__ ciety, and the Ob-Gyn group will meet. 


emy of Internal Medicine, the Orthopaedic So- 


New Mexico Chapter, American College of Chest Physicians 
Annual Meeting, 2:00 p.m., May 16, 1958 


Civic Auditorium, Albuquerque, New Mexico 
Greeting: Burgess L. Gordon, M.D., Albuquerque; President, American College of Chest Physicians. 


Symposium — Pulmonary Emphysema 
E. R. Levine, M.D., Chicago — Moderator 
Wesley Childs, M.D. — Surgical Experience 
William Knoll, M.D. — Anesthesia Experience 
North Longfield, M.D., Veterans Hospital, Albuquerque — Physiology Observations 
George Simson, M.D.— Medical Treatment and Observations 
Fred Hanold, M.D.-—— The Heart in Pulmonary Emphysema 
A. H. Andrews, M.D., Chicago — Bronchitis and Obstructive Pulmonary Emphysema 
Allan Hurst, M.D., Denver — Experience with Children with Emphysema 


Scleroderma of the Lung 
R. Drew Miller, M.D., Mayo Clinic, Rochester, Minnesota 
Hyaline Membrane in the New Born 
Roy Goddard, M.D., Albuquerque — Moderator 
W. K. Woodard, M.D., Pediatrician — Experience and Treatment 
Omar Legant, M.D., Radiologist — Evaluation of X-ray Examination 
H, V. Beighley, M.D., Pathologist — Histopathy 





SOUTHWESTERN MEET — Attending the regular meeting of the South- 
western New Mexico Medical Society in Deming, N. M., April 9 are Dr. Maynard 
S. Hart, El Paso, the speaker, (second from left), Dr. Andrew M. Babey, Las Cruces, 
president (left); Dr. L. J]. Whitaker, Deming, Vice-President (right); and Dr. T. H. 
Klunder, Hatch, Secretary-Treasurer. Dr. Hart spoke on experiences with and follow- 
up of 5000 cases of Papanicolaou smears. 
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ORIGINAL ARTICLES 





The Etiology of Backache: Value of Postural Correction 
by Invinc H. Kupersmitu,* M.D., Brooklyn, N.Y. 


Backache is one of the most common symptoms 
encountered in medical practice and its etiology 
is exceedingly diverse. For convenience in diagno- 
sis, I have formulated a practical classification for 
use as a check list. Although it is by no means com- 
plete, its use in cases where backache is the chief 
symptom may suggest the etiological factor in 
many cases. 

On physical examination confirmation of the sub- 
jective backache is obtained by the patient’s in- 
ability to move his back through a normal range 
of motion, either forward, backward or in rotation, 
as well as sidewise bending. 

The most common causes of backaches will fit 
into the following practical classification : 


I. Functional Causes of Backache 


1. Fatigue 

a. occupational (heavy lifting) 

b. athletic (excessive exercise ) 
2. Postural Strain 
. sitting in poorly constructed chairs 
. long drives in the average automobile 
. bending excessively at work 
. excessive height or shortness of stature 
. inequality of lower limbs 
3. Psychosomatic Conditions 

a. neurasthenia 

b. organic neuroses m 
4. General Debility 

a. old age 

b. muscular weakness 


71an op 


II. Distal Organic Causes of Backache 


1. Acute Infectious Diseases 
a. influenza 
b. pneumonia 
c. other febrile diseases 
2. Wasting Diseases 
a. carcinoma 
b. tuberculosis 
c. hemiplegia 
d. paralyses 
. Pregnancy (unbalanced posture) 
. Obesity (unbalanced posture) 
. Retroversion of the uterus 
. Cystitis 
. Renal or Vesical Calculus 
. Carcinoma of the prostate 
. Tabes dorsalis 
10. Paget’s Disease (osteititis deformans), from 
postural imbalance caused by the excessively heavy 
skull. 


OoOnn us Co 





*Formerly Visiting Physician at Kings County Hospital, Brooklyn, 
N.Y., and Associate Clinical Physician at the Endocrine Clinic. 
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11. Pes Planus 

12. Postoperative (abdominal surgery) 
13. Constipation 

14. Menstruation 


III. Proximal Organic Causes of Backache 
1. Lumbo-Sacral Strain 
2. Arthritis of Spine 

a. Osteoarthritis 

b. Rheumatoid arthritis 
3. Displaced Intervertebral Discs 

a. herniated discs 

b. degenerated discs 

c. spondylizemia 
4. Sacro-iliac Conditions 

a. sacro-iliac strain 

b. sacro-iliac subluxation 

c. sacro-iliitis 
. Unstable Lumbo-Sacral Junction 
. Traumatic Disturbances of Spine 
7. Fibrositis 

a. muscular rheumatism 

b. lumbago 


aw 


8. Sciatica (compression of nerve) 


Discussion 

The most frequent cause of low backache is lum- 
bosacral strain. In a series of 3,587 cases of pain 
low in the back this condition accounted for the 
diagnosis in 1,603 (44.7 per cent'). The backache 
had existed for more than three years in many of 
these cases. All of the patients with postural back- 
ache were treated conservatively with complete re- 
lief in 22.2 per cent of the cases and improvement 
in an additional 75 per cent. 

Relaxation of the ligaments of the lumbar and 
pelvic points is a common cause of backache, Of 
146 consecutive patients with previously undiag- 
nosed back disability, 95 per cent were shown to 
have relaxed ligaments as the chief cause.” 

A controlled investigation demonstrated quite 
conclusively that the findings on roentgenograms 
of the lumbo-sacral region of normal persons and 
those with backache are quite similar. A compar- 
ative study of 100 normal unselected persons and 
100 patients with backache showed no significant 
group differences in the roentgenograms.* 

Psychosomatic disorders play a large part in 
many functional backaches, so that the condition 
may be considered an organ neurosis.‘ In a series 
of 122 soldiers engaged in combat during the Kor- 
ean war, who complained of backache, 54.2 per 
cent had no objective evidence of local disease and 
the back pain was diagnosed as a symptom of a 
neurosis, either hysteria or anxiety neurosis.” 


273 








Five years of experience at an iron works, with 
a series of 1,163 men employed in heavy industry, 
showed that suffering and absenteeism caused by 
low back pain can be reduced greatly if all cases, 
‘even trivial ones, are treated promptly by relaxa- 
tion and manipulation plus advice concerning pos- 
ture, especially when sitting." 

In backaches caused by muscular rheumatism or 
lumbago, postural therapy should be used in con- 
junction with mephenesin as a muscular relaxant 
and belladonna extract as an antispasmodic.” A 
large measure of symptomatic relief is provided by 
relaxation of the spasm and tension of the long 
spinal muscles, especially the latissimus dorsi. 


The Postural Factor In Backaches 


Either alone or in combination with other con- 
ditions, incorrect posture is an important factor in 
the etiology of most backaches. The correction of 
posture, especially in the sitting position, is one of 
the requirements of treatment. 

Man’s comparatively recent transition from the 
more primitive postures to the upright position 
places a great strain upon his lumbar spine with 
which his muscles are poorly equipped to cope. 
This evolutionary factor is largely responsible for 
many acute low back pains.* Repeated hyperex- 
tension of the lumbar spine and lumbo-sacral joint 
is one of the important precipitating factors in 
lumbar breakdown.’ 

Very often, examination of the back does not 
reveal a definite disease process but does show im- 
proper posture, and inability of muscles and liga- 
ments to support the spine properly, leading to ex- 
cessive strain on groups of muscles not intended to 
bear the whole burden alone, either in the sitting 
or standing position. It is felt by many physicians 
that this excessive improper use of the spine can 
ultimately result in a pathological state. Certainly 
the final result is increased tension in all muscles, 
with a nervous and fatigued individual, unable to 
go about his daily tasks with any measure of com- 
fort or efficiency. 

It is, therefore, evident that prevention of lum- 
bo-sacral strain by maintaining proper body me- 
chanics in vulnerable people is of extreme import- 
ance. In this group of “vulnerable” people should 
be considered the following situations: 

Sedentary Occupations with insufficient exercise 
decrease the tone efficiency of unused muscles, 
rendering them unable to support and protect the 
spine properly. 

The Aging Process is characterized by actual de- 
crease in muscle mass as well as diminished tone. 
The result is the bowed shoulders, increased curves 
of the back and neck. 

Obesity is a notorious contributor to back strain. 
In addition to the increased weight load, there is 
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an improper distribution of the fat with the ab- 
domen receiving more than its share. 

Pregnancy with its increased abdominal pres- 
sure presents a problem similar to obesity, and to 
this is added the relaxation of pelvic and spinal 
ligaments in anticipation of the act of childbirth. 
The strained back of the pregnant woman fre- 
quently requires supports and can be the fore- 
runner of more persistent symptoms in later life. 

After abdominal surgery there is weakness of 
the sutured muscles. 

In order to prescribe proper treatment for those 
who have back difficulty or the potential of de- 
veloping it, it is advisable to question into the 
activities of daily living in order to mitigate im- 
proper use of the back. Corrective mattresses, foot 
supports and in extreme cases, back braces may be 
ordered. Braces must be recommended with cau- 
tion because of their tendency to cause atrophic 
changes. 


Correct Back Support 


A very much neglected area is the proper sup- 
port of the back while sitting—in the home, at the 
work desk, and particularly in the automobile. 

It is particularly in motor vehicles that con- 
siderable demand is made on the “upholding” 
function of the back muscles to adjust to vibra- 
tion, swaying with curves, and the jogging effect 
of bumps. In addition, there is the further in- 
crease in muscle tone required in “paying atten- 
tion to the road” ready to anticipate possible dan- 
gers. While sitting relieves the lower extremities 
of their load, the back still has to fulfill its func- 
tion of supporting the upper trunk and to main- 
tain a measure of mobility. 

There are certain definite requirements for com- 
fortable, restful sustained sitting. These are as 
follows: 

First: The underseating must be firm to give a 
good foundation to the pelvic bones, which in turn 
support the spine. There must be very slight give, 
so that undue pressure is not exerted on bony 
prominences, because sitting on a plain board it- 
self soon proves uncomfortable, particularly if 
there is no back rest. 

Second: Proper support forward should be given 
at the lumbar spine, that is “the small of the 
back,” to maintain the lumbar spine in a “neu- 
tral’’ position, preventing excessive pull on either 
one of the opposing sets of muscles and ligaments, 
The ordinary type of cushion back cannot adjust 
itself to the contour of any given individual nor 
can this pressure be adjusted at the required area 
and with sufficient force to put at rest the over- 
worked and irritated muscles. The ideal situation 
would be a sheet of tensile material permitting 
conformity to contour with a device to vary the 
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tensile quality. In addition, the back support (c) The angle of tilt of the back rest portion 
should have an adjustment for the variations in in its relationship to the seat to which 
“sitting height” of different individuals and finally, it is hinged. 

the capacity to adjust forward or back, the en- 
tire axis of the spine in its relationship to the 
thighs and pelvis. 






UPRIGHT POSITION FOR 
FULL-VIEW VISION 





The most important feature of any chair back 
support is that it can be suited by experiment of 
the individual himself to that position and contour 
which by personal experience renders him the 
greatest and most sustained comfort. 





As shown in Figures 1, and 2,* a new three-way 
adjustable back aid especially for sustained auto- 
mobile driving has been devised. It provides the 
following anatomically correct requirements of a t FOR DEGREE 
good back support for driving and sitting: MNESS 








1. A firm underseating. 
2. A firm, tensile back rest. 


3. Adjustments that will permit individually : HEIGHT AND 
suited variations in: FIGURE TYPE 


(a) The height of the back rest. 


(b) The degree of “push” in the needed arez Conclusions 
of the low back. 


1. A practical check list classification is pre- 
sented for the diverse etiological factors that may 
account for backaches. 

2. Lumbo-sacral strain and relaxation of the 
ligaments of the lumbar and pelvic joints are the 
most common causes of backaches. 

3. Functional backaches due to fatigue, incor- 
rect posture or psychosomatic conditions account 
for most cases of lumbo-sacral strain, 

4. Due to the fact that automobile seats are de- 
signed for style rather than anatomical considera- 
tions, very many people suffer from backaches after 
long drives. 

5. A special three-way adjustable back aid has 
been devised, according to anatomical require- 
ments, to avoid backaches due to sustained driving 
and also for home use by patients suffering from 
back pains. 

8217 2Ist Ave. 
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MONTHLY CLINICAL PATHOLOGICAL CONFERENCE 





EL PASO GENERAL HOSPITAL 


March 20, 1958 





F. P. Bornstein, M.D., Eprror—Case Number 991 


Presentation of Case by Ann Damiani, M.D. 


History—Dr. Nathan Kleban 

A 71-year-old, unmarried, unemployed, Latin 
American woman was admitted to another hos- 
pital on November 27, 1957, and transferred on 
December 17, 1957, to El Paso General Hospital, 
where she died on January 8, 1958. 

In August, 1957, the patient began to suffer 
from pain and weakness, followed by paralysis of 
the legs. She lost control of her urinary sphincter. 
Poor appetite was accompanied by a 75-pound 
weight loss. 

In November, she complained of severe back 
pain, had a burn on her right thigh from a hot 
water bottle, and decubitous ulcers over the sac- 
rum. Sensation was absent below T-8 except for 
slight vibratory perception. Both patellar and the 
left Achilles tendon reflexes were absent. 


Complete Paralysis 

There was complete paralysis of the lower ex- 
tremities. Extensor plantar reflex was present on 
the right, Pleural effusion on the left, with slight 
mediastinal shift to that side were noted on an 
X-ray film of the chest. 

Films of the cervical, thoracic and lumbar 
spines were interpreted as demonstrating severe 
hypertrophic arthritis. Spinal paracentesis was 
performed in the fourth lumbar intervertebral 
space. 

Opening pressure was the equivalent of 100 mm. 
of water. There was no movement of the fluid 
column when the jugular veins were compressed. 


Spinal Fluid 

The spinal fluid was clear, colorless, contained 
two red blood cells, 45 mg. percent sugar, 492 
mg percent protein, gave a negative Wasserman 
test. Nine cc. of Pantopaque was blocked at the 
upper portion of the body of the eleventh thoracic 
vertebra, This was interpreted as a posterior extra- 
dural intraspinal block. 

Fluid removed from the left pleural space con- 
tained 1250 WBC; 25,000 RBC: 3.6 gm. percent 
protein; 66 polyps and 34 lymphs. There was no 
growth in 72 hours, No tumor celis were seen. 


Pain in Abdomen 
Blood counts, urinalysis, alkaline phosphatase, 
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phosphorous, and urea nitrogen were within nor- 
mal limits. Serum albumin was 3.2 gms. percent 
and globulin 3.0 gms. percent. 

For two weeks, temperature ranged up to 103°. 
The patient complained of pain in the left upper 
abdominal quadrant, extending down to the supre- 
pubic area. 

Urine from the indwelling catheter became 
bloody. After being carried to the operating room, 
the patient refused to permit surgical exploration 
of the spinal canal. She was then transferred to 
this hospital. 


Physical Examination 


Temperature 98.6. Pulse 110. Respiration 26. 
Blood pressure 140/80. 

The patient was confused, listless, and unable 
to give a history. Although still obese, there was 
evidence of weight loss. Breath sounds were 
diminshed in the left lower lung field. Percussion 
note was dull in the same area. 

The cardiac PMI was in the 6th left intercostal 
space, two cm. outside the mid-clavicular line. 
The abdominal wall was pendulous. The edge of 
the liver was thought to be three finger-breadths 
below the right costal margin. Hard feces were 
present in the rectum. 

Ulcers were present on all pressure points. 
There was paralysis of the legs, equivocal patellar 
reflexes, and a bilateral extensor plantar reflex. 


Hospital Course 

A neuropsychiatric consultant recorded, on De- 
cember 24, that the patient was confused and 
disorientated as to time, place and person. His 
diagnosis was psychosis with organic disease of 
the central nervous system. He recommended nurs- 
ing care, supportive therapy, and a legal guard- 
ian. 

Pressures and appearance of spinal fluid, when 
a spinal paracentesis was done on the same day, 
were not recorded. 

Pain, confusion, restlessness, disinterest, refusal 
to eat, and resistance to being disturbed were 
terminated by death on her 21st hospital day. 


Laboratory Findings 
Chemistries: Glucose 
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12/17/57—100 mg per- 








cent. Urea nitrogen—10.0 mg. percent. CO, ca- 
pacity — 12/18/57 — 23.6 meq/L. Chlorides — 
12/18/57—85.5 meq/L. Potassium—12/18/57— 
4.0 mg. percent. Sodium—12/18/57—137 mg. 
per cent. 

Urinalysis: 12/17/57 — (Catheterized) 
negative, trace acetone, numerous WBC, 

Blood count: 12/17/57—Hb. 10.2 gms. Ht. 36 
per cent. WBC 11,700. Stabs 2. Segs. 66, Lymphs. 
30. Monos. 1. 

Spinal fluid: 12/25/57—-WBC 8. Polys 3. 
Lymphs,. 5. Total protein 444 mg, per cent. Sugar 
108 mg. per cent. Chlorides 113 meq/1 as NaCl. 
Culture and sensitivity—no growth. 

X-Ray—12/18/57—Chest, lumbo-dorsal spine: 

“Sagittal view of the chest reveals obscuration 
of the entire left hemithorax. There is a displace- 
ment of the mediastinum towards the left. These 
changes are consistent with an atelectasis, with 
accompanying pleural effusion on the left. There 
are advanced hypertrophic changes in the thoracic 
spine. Several ill-defined opacities on the right 
are consistent with metastatic disease. The tra- 
chea is in the mid-line. The visualized bony thorax 
reveals no evidence of osteolytic or osteoblastic 
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metastasis.” 


Dr. Vincent M, Ravel 

The chest film shows the obscuration of the en- 
tire hemithorax with displacement of the mediasti- 
num towards the left. A more penetrating view 
confirms the changes in the left hemithorax, which 
consists of an atelectasis and pleurisy with effus- 
ion, and an underlying secondary pneumonitis is 
very probable. 

At the same time, there are certain nodular 
lesions in the right hemithorax which are consis- 
tent with a metastatic process. The abdomen is 
not particularly significant. It shows the previous- 
ly injected iodized oil in the sub-arachnoid space, 
and we do not have the films that show the block 
which was observed in the myelogram at another 
hospital. 

We can identify no osteolytic or osteoblastic 
lesions, and this is not the sort of thing that you 
see with a bronchogenic carcinoma with spread to 
the opposite lung and spread to the central ner- 
vous system. 

The possibility of remote metastases from a kid- 
ney or from some other viscera, of course, cannot 
be entirely excluded. 

Dr. Kleban: About how much Pantopaque is 
there, and is that about the usual residual amount ? 

Dr. Ravel: I would say that this represents 
probably less than one cc., and, of course, Panto- 
paque is a benign substance. We have seen Panto- 
paque in a patient in the sub-arachnoid pathways 
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all the way up into the ventricular system without 
significant changes. 

Occasionally, there occurs a low grade type of 
meningitis, but, in general, of all the opaque media 
that have been used intraspinally, Pantopaque is 
the best tolerated. 

Dr. Manley B. Cohen: Are those cavities in the 
left upper lung? 

Dr. Ravel: Well, we didn’t interpret them as 
cavities, I suppose they could be, except that this 
was a confused and uncooperative patient. We 
would really have liked to have some more views. 

On all pictures, there is motion. At no time did 
the patient ever stop breathing and try to main- 
tain a semblance of immobility. I don’t believe 
that those shadows are consistent with cavities. 
They might be. 

I think this is probably going to be a broncho- 
genic lesion with metastasis to the central nervous 
system and to the opposite lung. 

Dr. Damiani: I think there is an error in the 
age here. This is a spinster, approximately 56 
years old, who lived alone with her mother. I first 
saw her on a house call. She was completely con- 
fined to bed. 

Her physical condition was very poor, She had 
complete paralysis from the waist down, There 
were decubital ulcers on all pressure points, and 
a large burned area on the right thigh. 

To begin with, she was a very obese woman. I 
imagine she weighed about 260 or 270 pounds at 
the time I saw her, and at that time she told me 
she had lost approximately 75 pounds. 

She had been confined to bed from August to 
November, at the time I saw her. She did have 
reflexes in both patellae, more on the right than 
on the left. There was a Babinsky on the right, 
with none on the left. 


Complete Anesthesia 

There was complete anesthesia to the umbilicus 
with hypesthesia to the costal margin, which 
would place a lesion of the spinal cord at ap- 
proximately the level of T-10, T-11, or L-5. 

She was very uncooperative about going to the 
hospital, and it was through a neighbor that an 
ambulance was called and she was sent to the 
hospital. 

She was having a great deal of pain in the lower 
extremities, and in the lower abdominal areas. 
She was incontinent of urine, and had retention 
of feces. 

She was sent to X-Ray for a myelogram, but 
refused it and returned to her room. However, 
after considerable persuasion, she agreed to have 
the myelogram, which revealed a complete block 
at the level of T-11 and T-10. 
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It was felt that this was either a primary lesion, 
with pleural effusion secondary to pneumonia, or 
a secondary lesion, metastatic, primary site unde- 
termined. 

As time progressed, the patient became even 
more uncooperative and refused medication, Ap- 
parently, the lesion was growing rapidly. She lost 
reflexes in both patellae and the Babinsky disap- 
peared. She refused to eat, and it was necessary to 
give her fluids and supplementary feedings. 

However, during the time she spent at Hotel 
Dieu, she was completely oriented as to time, place 
and person, and her main concern was financial. 
Neurosurgical consultation was obtained. 

It was felt that in view of the progressive char- 
acter of the lesion, and in view of the decline of 
her condition and severe inanition, this was a 
secondary tumor. 

However, she was to be explored, anyway, with 
a 50-50 chance that there might be a primary 
lesion. She refused surgery, and it was after this 
that she was transferred here for follow-up care. 

No Bony Lesions , 

However, on the chest film at Hotel Dieu, the 
nodules in the right chest were not present. The 
calcified fibroids in the uterus were present. No 
bony lesions were detected. 

Prior to her hospitalization in November, she 
had been admitted to the hospital sometime early 
in the spring for general work-up, with complaints 
of constipation. 

Barium enema at that time revealed nothing 
more than diverticulosis. She had worked for 35 
years at the Acme Laundry and, up until the time 
that she was completely confined to bed, she con- 
tinued to work, 

However, it was later brought out in the history 
that, just prior to her coming over here, she had 
seen various “witch doctors” who would come to 
the house and give her some sort of suggestion 
therapy. 

One came with some sort of electrical box that 
would stimulate her muscles so that they moved. 
It was probably on the basis of their suggestion 
therapy that she developed so great a fear of 
surgery. 

The laboratory studies were done, and you see 
that most were normal, except that there was a 
reversal of the A/G ratio. 

The elevated temperature was first thought to 
be due to a secondary infection to the decubital 
ulcers. 

However, the fever did not respond to anti- 
biotics, and she began to have gross hematuria. 
Differential Diagnoses 

The differential diagnoses would be: first, a 
primary cord tumor at the level of L-5 or, per- 
haps, T-10 or T-11, in view of the sharp demarca- 
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tion of the sensory damage; second, a tumor at 
the same level. 

I am in favor of the second diagnosis because 
of the increasing pain and the rapid growth which 
would put pressure on the posterior roots, increas- 
ing the pain because of the increased spinal fluid 
pressure. 

The third diagnosis, in view of the fever that 
would not respond to antibiotics, would be an 
abscess. 

However, the course in the hospital here with 
the development of nodules in the right lung 
would certainly confirm the second diagnosis of a 
metastatic cord tumor. 

The primary site probably would be the cardia 
of the stomach, with direct extension to the pleura, 
causing a pleural effusion. Second in consideration 
are kidneys and lungs. 

Dr. J. Edward Stern: Films at Hotel Dieu did 
not show these metastatic lesions in the right lung. 
We had two cell blocks made from the fluid from 
the left chest, but neither cell block showed any 
organisms. 

We did make a serious effort to find out what 
type of lesion this was, before suggesting a lami- 
nectomy. 

The breasts were examined carefully. The thy- 
roid region and the pelvic organs were examined. 
The blood globulin was tested, and also the urine 
for Bence-Jones protein to see if we might be 
dealing with a myeloma. 

None of these efforts to find a primary site 
of neoplasm were successful. 

Not long before we saw this patient, we had 
seen another, much older than this one, also with 
a paraplegia, and she proved, at operation, to 
have a primary extradural intraspinal lesion, 
which was removed. 

She obtained a good recovery of function in the 
legs, and sphincters, and, so far as I know, is still 
going along quite well. 

_ Real Question 

I think the real question in this case is not the 
question of a compressing cord lesion. We know 
that the real question here is whether we are 
dealing with a primary lesion or a metastatic one. 

The current trend of thinking, however, seems 
to be along a line which, I think, would have 
horrified all of us a few years ago—namely, that, 
even if we know that we are dealing with a meta- 
static lesion producing cord compression with 
paraplegia and sphincter disturbances, it may be 
worth while, for the patient’s comfort during the 
remaining weeks or months of life, to decompress 
the cord. 

In this particular case, I did favor a decom- 
pression and we would have had it done if the 
patient had agreed to it. 
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I would like to hear some other opinions on the 
idea of laminectomy for decompression in meta- 
static cord lesions. 

As far as the primary site in this case, we did 
not know what the primary site was at the time 
she left Hotel Dieu and I don’t have any sugges- 
tions now as to what it might have been. 

Dr. R, J. Bennett: The only reason I saw the 
patient at all was that some relatives were up here 
trying to get her to sign some insurance over to 
them, so I had to come up here and check the 
patient, and I found her incompetent. 

At that time, she was in the terminal phase of 
her illness and, apparently, there were a few more 
things being found than when she was at Hotel 
Dieu. 

These findings pointed to a malignant type of 
illness which had invaded the nervous system. 

Of course, by the time I saw her, she was semi- 
comatose, and there were a lot of neurophysiolo- 
gical disturbances which had also caused a psy- 
chosis. 

The only thing I could do was to declare her in- 
competent. 

The only thing I could suggest was to give her 
a little supportive treatment to perhaps keep her 
a little bit more comfortable and to prevent her 
being too confused and hard to manage. 

As a matter of fact, a few days after I had seen 
her, she did become rather comatose and soon 
after that, she died. 

Clinical Diagnosis: Spinal cord tumor. " 

Dr. Damiani’s Diagnosis: Metastatic spinal cord 
tumor, probably arising from the stomach. 

Pathological Diagnosis: Soft tissue reticulum cell 
sarcoma extending into the retro-peritoneal space 
and thoracic cavity; compression and destruction 
of thoracic vertebrae with compression of the 
spinal cord; pleural effusion. 

Pathological Discussion—Dr. F. P. Bornstein 


At autopsy, we found a rather obese, middle- 
aged woman, After the usual évisceration was 
done one saw a large mass of greyish white tumor 
tissue which extended from the beginning of the 
cervical spinal column to about the 10th thoracic 
vertebra. 

This tumor was greyish white, gelatinous, and 
surrounded the spinal column from all sides. 

Upon opening the spinal canal, it was seen that 
the tumor had produced complete destruction of 
the 8th and 9th thoracic vertebrae which could 
be scooped out by hand. 

The underlying spinal cord was compressed and 
atrophic below this point, due to the presence of 
the collapsed vertebra. No tumor was visible in- 
side the meninges or inside the spinal cord. 

In addition, the tumor had invaded the left 
pleural cavity and the pericardium. Dissection of 
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the major organs, such as the heart, lungs, liver, 
spleen and kidneys, failed to reveal any primary 
tumor. 

A careful search, therefore, was made of all 
other organs to find a primary tumor. Both breasts 
showed fibrocystic disease and a small tumor 
which, microscopically, proved to be a_ benign 
fibroadenoma. 

A benign leiomyoma was present in the serosa 
of the stomach. One of the ovaries.contained a be- 
nign teratoma, and there were some calcified 
leiomyomas of the uterus. 

In addition, a small greyish white tumor about 
+ mm. in greatest diameter, was found in the 
thyroid, which I expected to be the primary 
malignant lesion. A similar case was reported and 
observed by me in Providence Hospital a few 
years ago. 

However, on microscopic examination, this 
proved to be a benign adenoma of the thyroid 
without any connection with the major lesion. 
Microscopic examination of the tumor (Fig. 1) 
makes it quite obvious that this is a primary 
sarcoma. 
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Fig. 1. Sarcoma with tumor giant cells. 


One prominent feature of this sarcoma is the 
large giant cells associated with hyperchromatic 
nuclei, which strongly resemble Sternberg cells. 

Personally, I do not like to make a diagnosis 
of Hodgkin’s disease solely because of the presence 
of Sternberg cells, if the rest of the lesion is simply 
a tumor. 

This is especially so if the tumor cells grow in 
close connection with the reticulum (Fig. 2). 

It is my opinion that so-called Sternberg cells 
can be found in tumors which otherwise, histolo- 
gically and grossly, behave like reticulum cell 
sarcomata. 

It is, therefore, my opinion, that we are dealing, 
in this case, with a primary reticulum cell sarcoma 
of soft tissue which destroyed several vertebrae 
and compressed the spinal cord and, in addition, 
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produced invasion of the pleural and pericardial 
cavities. 

It is interesting to know that this patient had 
at least four additional small benign tumors. 

Before paying too much attention to these, it 
should be admitted that we do not make such 
careful search for small benign tumors in routine 
autopsies. 





Fig. 2. Reticulum stain showing relationship of cell 
to reticulum. 


Dr. Morton H. Leonard: Did the tumor com- 
press the spinal cord by invasion, or just by col- 
lapse, And, if the compression was caused by col- 
lapse, why was the collapsed vertebra not visible 
on X-ray? 

Dr. Bornstein: What is the time interval be- 
tween the X-ray and the death of the patient? 

Dr. Ravel: The patient died in January, and 
this picture was taken December 18th. 

Dr. Leonard: For you to have these cord 
changes and this with the positive Babinsky and 
signs of extra-dural pressure around the cord, I 
just don’t see what the mechanism would be with- 
out any infiltration. 

Dr. Bornstein: Regardless of that, the patient 
had histologically easily demonstrable changes of 
demyelinization below this level; and it also should 
not be forgotten that the myelogram taken at 
Hotel Dieu, long before death, showed a definite 
compressing lesion of the spinal cord at this level. 

Dr. Stern: Just one or two more points here | 
think we ought to remember. In a situation of this 
kind, we ought to think not only of a direct in- 
vasion and compression of the spinal.cord, but of 
serious interference with the circulation of the 
spinal cord, especially venous stasis, as a factor 
in producing distortion and disorganization of the 
cord. 

We do know this about the neuropathology of 
Hodgkin’s disease: where you have an obvious 
destruction, the thing that causes damage to the 
spinal cord in venous stasis is severe circulatory 
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disturbance, and not direct compression or in- 
vasion. 

Dr. Leonard: I believe there is a second factor, 
such as formation of a dumbbell tumor between 
the extra-dural space and cord, as seen in tuber- 
culous abscesses which exert extrinsic pressure on 
the cord. 

Dr. Stern: But it is an interference with the 
venous return, we think now, that causes disor- 
ganization of the cord. 

Dr. Leonard: Well, without any direct invasion 
of the cord, and without any gibbus formation, I 
just don’t understand the mechanics of it. 

Dr. Stern: With a cold abscess, and with com- 
pression and occlusion of the veins which drain 
the cord, you can get an infarction of the cord. 

Dr. Leonard: Was there tumor in the extra- 
dural space? 

Dr. Bornstein: No. 

Dr. Stern: You can have severe damage to the 
cord by invasion of either leukemic or lymphoma- 
tous tissue. The other question is this: Dr. Ayub 
asked why the alkaline phosphatase level was 
normal in the face of this amount of apparent 
bony involvement. 

My understanding is that the alkaline phospha- 
tase is produced by osteoblasts, so that if there 
are no osteoblasts, you wouldn’t expect an eleva- 
tion of the alkaline phosphatase. 

Dr. Bornstein: It is unfortunate that I can’t 
show any gross picture of such an enormous lesion, 
but try to visualize a spinal column that is com- 
pletely surrounded by tumor which, I think, must 
approximate what happens to bone when you 
have an aneurysm of the aorta. There is pressure 
from the outside exerted with collapse of the bone. 





Coming Meetings 


New Mexico Medical Society, Annual Meet- 
ing, Albuquerque, N. M., May 14-16, 1958. 


University of Colorado Medical Center, Post- 
graduate Course, Clinical Hematology, Denver, 


June 16-21, 1958. 


Western Association of Railway Surgeons, 
annual meeting, Seattle, Aug. 6-8, 1958. 


International College of Surgeons, Western 
Regional meeting, The Riverside Hotel, Reno, 
Nevada, August 21-23, 1958. For information, 
write Dr. Leo D. Nannini, 190 Mill St., Reno. 


American Fracture Association, annual meet- 
ing, Oklahoma City, Oct. 1-3, 1958. 


Southwestern Medical Association, annual 


meeting, Tucson, Oct. 23-25, 1958. 
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